despite the best intentions. Overcoming institutional racism can begin by integrating individuals of diverse backgrounds in leadership positions and by applying an equity framework to quality improvement. There is also a pressing need to enlighten patients about internalized racism and empower them to challenge dysfunctional beliefs about their identity. Dr Edgoose notes that change requires intentionality, courage, and sustained effort, and that successful efforts to alter health care disparities are linked to compassion, empathy, and physician satisfaction.
Echoing Dr Edgoose's message is John Clabby's contribution, Enter as an Outsider: Teaching Organizational Humility, which emphasizes the value of having trainee's directly recognize disparities and bias when they are outsiders in an organization. Enter as an Outsider is an innovative, nonjudgmental, activelearning experience through which health care professionals gain insight into the discomfort of being an outsider in the dominant organizational culture. Dr Clabby's experiential learning approach fosters cultural humility, an orientation which emphasizes becoming culturally competent through curiosity about the context in which others live. This perspective is especially difficult to cultivate in an environment that values the acquisition of medical knowledge and skills over all else.
Haymaker and colleagues provide readers a model for a community health curriculum which confronts the hidden variables of social class and privilege and their impact on the physician-patient relationship and patient health. In their work, Integrating Social Class and Privilege in the Community Medicine Curriculum, they demonstrate how structured training experiences can overcome resident physicians' resistance to acknowledging racial and ethnic disparities through direct clinical experience and an active group learning approach. Health care providers can contribute to reducing health disparities through personal engagement, the development of a vocabulary for discussing social class and privilege with compassion, and an approach which charges providers with discussing discrepancies in care.
The changes advocated by Edgoose and others require systematic study which depends upon available financial support. As Nelson and Ruffalo point out in Grant Writing: Moving from Generating Ideas to Applying for Grants that Matter, grants are a means to an end for addressing health disparities, but grant writing for programs that deconstruct health care disparities requires distinctly different elements than contained in traditional grant applications. The authors advocate for a four-step inquiry to guide the grant writing process in which they clarify the why (motivation) for writing grants, identify areas of focus (interests), build collaborative community relationships (partnerships), and determine how to move ideas forward (actions). They encourage those seeking financial support for projects on health disparities, health promotion, and health research to start small and maintain coalitions in a coordinated, integrated process.
The remainder of the issue's contributions draws attention to specific populations which most providers will encounter during training. Chrisman-Khawam and co-authors report in Teaching Healthcare Trainees Empathy and Homelessness IQ through Service Learning, Reflective Practice, and Altruistic Attribution on an interprofessional training experience in Cleveland Ohio designed to meet the needs of homeless patients. This training model has successfully changed trainee's myths about homelessness. Through this sustained and compassionate program, many resident physicians, medical students, and students in other professions have obtained a realistic understanding of homelessness, developed greater empathy, and acquired helper behaviors. They also observe firsthand institutional bias in health care systems. But, perhaps the most inspiring outcome is that learners report in narrative exercises about acquiring a deeper meaning from the work they do.
The next two articles speak to the devastating effect of childhood abuse on patients and their health. In A Simulation and Video Based Training Program to Address Adverse Childhood Experiences, Wen and colleagues focus on adverse childhood experiences (ACEs), 10 categories of childhood abuse found to have a dose-response relationship with common adult health concerns, including health risk behaviors, chronic disease, and mental illness. While those with the greatest burden of morbidity are those with higher ACE scores, the authors posit that the impact is modifiable and have designed a training process which enables resident physicians to conduct trauma-focused conversations during office visits. Their 4-h video simulation training program (PATH) teaches stages of inquiry, identification of at-risk patients, engagement in shared decision-making, and providing stepped guidance. Research following this training indicated that learners found the training helpful, practical, realistic, and immediately useful in practice.
Porcerelli and co-investigators examined the frequency of self-reported childhood abuse among primary care patients and associations with several variables (psychiatric hospitalization, relationships with physicians, and physical and mental health) and report their findings in Childhood Abuse in Adults in Primary Care: Empirical Findings and Clinical Implications. They went a step further and examined the treating physician's perception of the relationship with these patients. Patients with a history of abuse had difficulty trusting physicians and were often experienced by physicians as difficult patients. These patients more frequently made use of the emergency department, had more somatic complaints, and were in poorer health. The authors examine what system changes need to be made to help this patient population and how physicians can build more effective relationships with traumatized patients.
Over two million Americans are incarcerated and over 650,000 return to the community every year. As Hofmeister and Sapric conclude in Teaching Resident Physicians to Work with the Previously Incarcerated Patient, most resident physicians are not trained to care for this population despite their myriad chronic medical problems, including diabetes, hypertension, asthma, mental illness, and substance abuse. The authors, therefore, developed a train the trainer model described in this article. Their approach includes methods for addressing assumptions about the incarcerated and the means to modify the biased perceptions of educators and learners. There is a critical need for training in this area since a high percentage of the formerly incarcerated receive medical care at residency training programs.
The final two articles in this issue discuss the needs of patients quite familiar to the readers of IJPM, patients with significant psychosocial and psychiatric difficulties. The first is Integrating Mental Health Professionals in Residencies to Reduce Health Disparities. Delbridge and colleagues describe two models for integrating mental health services into primary care as a means to overcome barriers to care among urban, underserved patients. Both models involve cross-training of resident physicians and mental health trainees who care for primary care patients with significant psychiatric comorbidities and who lack access to treatment and pharmacotherapy in a fractured health care system. The authors provide a thorough description of the logistics and philosophy of an integrated care model with a mission to advocate for the underserved.
Robohm's work, Training to Reduce Behavioral Health Disparities: How Do We Optimally Prepare Family Medicine Residents for Practice in Rural Communities, brings attention to another underserved and often overlooked group with behavioral and psychiatric disorders, rural primary care patients. This population tends to be poorer, sicker, older, less well insured, and more lacking in mental health service access than their urban counterparts. Dr Robohm's study confirmed that the need for behavioral health services within rural communities is high, and the burden for the treatment of mental health problems often falls on already overburdened primary care physicians. Yet, these rural physicians in Montana placed a lower priority on acquiring advanced behavioral and counseling skills. While many factors contribute to that finding, the results of this study will inform the development of a psychiatry and behavioral science curriculum for future rural family physicians.
The current health care system in the United States is unsustainable unless greater attention is devoted to the health beliefs, values, and practices of an increasingly multicultural society. The impressive contributions in this special issue emphasize that preparing trainees to become competent in caring for diverse groups cannot be achieved through methods that assume cultural competence is based on a fixed, finite body of knowledge. Clinicians need to embrace the principle of cultural humility which engenders a lifelong commitment to learn from others with respect. Overcoming health care disparities will occur when educators and clinicians emphasize cultural awareness, immersion, partnerships, conversations, and courage.
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